INTRODUCTION
Patients with a cirrhotic liver accompanied by ascites show an increased incidence rate of inguinal hernias in comparison to the general population. However, the optimal management of inguinal hernia in patients with cirrhosis is still undefined, because patients with liver cirrhosis have a limited hepatic reserve and are vulnerable to physiological stress.
There is increasing interest in the use of local anesthesia for inguinal hernia repair, as it seems to be a preferable technique for inguinal hernia repair in patients with cirrhosis accompanied by ascites. The present study was performed to assess the outcome and stability of inguinal hernia repair under local anesthesia in patients with cirrhosis accompanied by ascites. Infiltration at the level of the pubic tubercle, and around the neck of a hernial sac were done sequentially.
In patients with concurrent presence of ascites, the amount of ascites was determined based on preoperative abdominal ultrasound or abdominal computed tomography scans. The amount of ascites is categorized into three groups (small -few collections of fluid, largest dimension generally less than 3 cm; moderate -multiple collections of fluid, smallest dimension more than 3 cm; largegeneralized fluid, floating bowel). In this study, there was no patient with refractory ascites which is defined as ascites that cannot be mobilized or the early recurrence of which cannot be satisfactorily prevented by medical therapy. The severity of cirrhosis is classified with the Child-Pugh score.
RESULTS

Patient characteristics (Table 1)
The patients consisted of 21 men and one woman. thesurgery.or.kr Values are presented as number (%). TACE, transarterial chemoembolization; RFA, radiofrequency thermal ablation. 
63.6 ± 18.5 (45-110) Parenteral pain control 0 12 (54.5)
Values are presented as number (%) or mean ± SD (range).
ulation consisted of 14 (63.6%), 6 (27.3%), and 2 (9.1%) cases of severe, moderate, and mild ascites, respectively. The patients included 13 cases of right-sided hernia (59.1%), six of left-sided hernia (27.3%), and three of bilateral hernia (13.6%). All three bilateral cases were of the indirect type. There were 22 cases (88.0%) of indirect type and 3 cases (12.0%) of direct type. The mean period of symptoms was 13.2 months.
Laboratory findings (Table 2)
The mean albumin level was 3.1 g/dL (range, 1.9 to 4.1 g/dL), and mean total bilirubin was 1. Underlying diseases (Table 3) Underlying diseases other than liver cirrhosis were present in 77.3% of cases (17/22), the most common of which was hepatocellular carcinoma (HCC), which was present in 50.0% of cases (11/22). This was followed by diabetes mellitus in seven cases (31.8%) and a history of laparotomy in six cases (27.3%).
Of 11 patients with HCC, ten underwent transarterial chemoembolization (TACE) and the remaining patient received concomitant medication for TACE with radiofrequency thermal ablation (RFA) prior to inguinal hernia repair.
Anesthetic methods and surgical treatment outcomes (Table 4)
Surgery was performed under local anesthesia in all patients and the mean surgical time was 63.6 minutes. Drain was not used in all patients. Parenteral analgesics for postoperative pain control were administered at a mean frequency of 0.50 times (range, 0 to 2 times); they were administered once in nine patients (40.9%) and twice in one patient (4.5%). No further parenteral analgesics were needed following the surgery in the remaining 12 patients (54.5%). The mean postoperative length of hospital stay was 1.8 days. Seventeen patients (77.3%) were discharged the day following surgery. Two patients (9.1%) were discharged on day 2, and one patient was discharged on day 10. In patient who was discharged on day 10, the length of hospital stay was prolonged for ascites control.
There were 3 cases (13.6%) of postoperative complications, including 2 cases of hematoma and one case of scrotal swelling. However, these cases improved following conservative treatment. There was no case of serious complications, such as wound infection or recurrence.
There were 13 (59.1%) postoperative deaths, and 8 of these patients died within 1 year after hernia repair.
However, there was no 30-day postoperative mortality.
Five of the eight patients who died were Child's class B and the remaining three were Child's class C. Deaths were all related to cirrhotic complications, but there were no cases of operation-related mortality. Refractory ascites is associated with poor prognosis in patients with cirrhosis and is an indication for liver transplantation. In patients who concurrently have an inguinal hernia, elective surgery can also be performed prior to liver transplantation or hernia repair can also be performed along with liver transplantation [2, 6] .
DISCUSSION
Ennaifer et al. [7] reported that the Child's score is a good index for assessing prognosis in patients with cirrhosis. Their overall survival rate was 47% at 5 years.
Hurst et al. [3] reported that the survival rate was approximately 75% at 2 years, and only 28% survived to 5 years.
In the present study, the survival rate was approximately 68% at 2 years, and 28% survived to 4 years. In this study, HCC developed in 11 (50.0%) patients; ten were treated with TACE and one was treated with both TACE and RFA.
Franzetta et al. [10] reported that patients with cirrhosis Child's class C. Deaths were all related to cirrhotic complications, and there was no operation-related mortality.
In conclusion, elective hernia repair in patients with cirrhosis accompanied by ascites and an inguinal hernia can be performed safely without severe complications, even in patients in Child's class C or in those with refractory ascites. Furthermore, hernia repair under local anesthesia in these patients is safer than that under general or spinal anesthesia.
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